AHRQ PSNet, the curated website AHRQ Patient Safety Network, is arguably the single best place for information and evidence about patient safety, what works, and what is being done. 1 Supported by the US Agency for Healthcare Research and Quality, the site maintains a library of close to everything important ever published on patient safety, as well as books, reports, meetings, and important articles in other media. The database is fully searchable, and each resource is accompanied by a short description including hyperlinks, the citation, and in some cases the full text.
Of the 13,900 resources available on PSNet, a search for the term "Africa" yields 49 hits. This microscopic fraction is consistent with findings from a 2010 paper that reviewed the literature on measures of patient safety in low-and middle-income countries. 2 The study revealed only 12 studies that prospectively measured patient safety and 11 that did so retrospectively. This deficit spells a disastrous lack of information about the state of safe patient care in emerging and developing countries.
Unsafe care undermines every goal of modern healthcare systems. The importance of this issue has been underlined by the current emphasis on Universal Health Coverage (UHC) by WHO, which states that UHC is based on the principle that all individuals and communities should receive the quality health services they need without suffering financial hardship. 3 Even without precise measures, there are clear challenges to delivering high-quality, evidence-based care in resource-limited settings. Problems begin with a lack of infrastructure and qualified professionals. Deficits in equipment, training, and safety culture make it difficult to implement even basic patient safety practices. Core challenges include lack of a knowledge base about safe practices and little structured guidance on how to reduce risk. A key challenge is the dearth of information on the epidemiology of safety problems and healthcare quality. These would be necessary to measure the gaps and allow evaluation and monitoring of interventions.
There are also unique problems, some ironically related to the generosity of donors. Although tens of millions of dollars are provided to low-and middleincome countries, much of that aid is to satisfy vertical, disease-driven agendas. An example is funding for Ebola, which supports dedicated labs, facilities, and containment but that cannot be spent on other services. Data collection efforts often focus on disease-specific indicators, while ignoring cross-cutting issues like safety culture, implementation, and quality improvement. These problems are handed to healthcare staff who are already overburdened and do not have the skills or experience to develop evidence-based interventions to reduce harm.
What is needed is infrastructure that can support safety and quality, that can be applied to identify and solve patient safety issues in a way that is applicable to local contexts. While building capacity is crucial, support is needed from expert partners to help with the building. One important example is the WHO African Partnerships for Patient Safety (APPS) program that builds sustainable hospital-to-hospital patient safety partnerships. 4 This program has paired over 20 hospitals in Africa with English, French and Portuguesespeaking hospitals in Europe and the US, with the primary objective of co-developing improvements in patient safety and quality. APPS builds on 12 key action areas identified through a partnership-based model with a key focus on patient safety policy implementation and knowledge across hospital, country, and regional levels. In 2014, Johns Hopkins began partnering with hospitals in Liberia, Uganda, and South Sudan. Co-developed priorities included reducing healthcare-associated infections through improvements in waste disposal and infection control, safety surgery, and improving safety culture. 5 In 2016, the program was expanded into Twinning Partners for Quality Improvement, with an added focus on promoting knowledge spread using South-to-South partnerships and well as the more conventional North to South conduit.
What is the status of patient safety in the low-and middle-income countries of the world, which comprise 82 of the 194 nation states that make up the World Health Assembly? In this issue, Otchi et al. describe efforts to assess the situation in Ghana. 7 They assessed the 12 WHO action areas of patient safety at hospital, country, and regional levels. They found more success in knowledge and learning, but less in surveillance. This article exemplifies the promise and challenges of conducting research in resource-limited settings. The results are tantalizing but emulating their efforts would require more detail about methods: how samples of patients were selected for evaluation and how observations were performed. Comparisons to data from other African countries raise questions about if sampling methods were comparable, and what benchmarks should be used to identify performance targets.
There are echoes of methodologic issues in other papers in this issue. Merandi measured satisfaction in ICU, but encountered issues with response rates that bedevil investigators everywhere. 8 Marzi showed a decline in lawsuits at one of the largest hospitals in Europe, but it is difficult to know if the reduction in litigation was due to the tools they adopted. 9 Piggot described a novel handoff tool, but it is uncertain if it will reduce errors and harm and be useful in other settings. 10 In a previous issue, Guzman described the death of a 27-year-old woman due to a non-sterile episiotomyprecisely the situation bemoaned by Dr. Chan-and the state of water, sanitation, and hygiene services in healthcare facilities across Rwanda. 11 She concluded that guideline attainment benefited from the promotion and provision of low-cost technologies.
To measure and monitor progress towards safe patient care in developing and emerging countries, we need three things: to establish fundamental safe practices, integrate those processes into routine health services delivery, and develop patients' expectations that such processes be present. In the future, plans to measure and improve quality and safety will need to be baked-in to plans to achieve universal health coverage. Data will be needed on gaps and progress, and on practices that are effective in the local context. This will require health systems to build capacity, accompanied by training of staff to adapt and deploy these methods. And there is an urgent need to publish this learning so that institutions around the globe can emulate them to decrease preventable harm and improve care.
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